Worldwide there were 337,872 new cases of pancreatic cancer diagnosed in 2012 with 330,372 deaths and a prevalence rate of 211,544 [1, 2] (Table 1 ). The incidence, mortality and prevalence rates are higher in males when compared to females worldwide. The number of newly diagnosed cases varies very widely between countries of low versus high incidence. The incidence of pancreatic cancer is low in India when compared to the United States (U.S). Except for the incidence rate in females, India falls into the lowest quintile in terms of incidence (males), mortality (males and females) and prevalence (males and females). In contrast, the United States falls into the top most quintile for incidence, mortality and prevalence of pancreatic cancer in both sexes [1, 2] .
estimated that by 2035 the number of new cases will increase by nearly 89 % in India when compared to 55 % in the US [6] .
Although surgical resection offers the only hope of prolonging survival, few patients (15-20 %) present at a stage that is suitable for operative intervention. Of the patients that present with resectable disease, not everyone undergoes operative resection, either due to poor performance status or failure to access care at a tertiary care center with the required expertise. The mortality rates associated with pancreatic surgery have improved significantly since the early 1970's due to a combination of various factors such as improved surgical techniques, better anesthesia and critical care management, concentration of care at tertiary care centers, and improved ability to deal with life-threatening complications. Although the mortality rates have improved, the morbidity associated with pancreatic resections is still considerable up to 50 %. The article by Penumadu et al. provides a review of how to prevent and treat adverse outcomes related to haemorrhage, pancreatic fistula, delayed gastric emptying and bile leaks. The improved mortality rates and ability to address adverse events has prompted some groups to advocate for more aggressive resections that go beyond that standard pancreaticoduodenectomy. The article by Schoellhammer et al. discusses the issues related to extended lymphadenectomy and vascular resections with reconstructions.
Several advances have been made over the past few decades in the management of pancreatic cancer. Although most of these have been relevant to the actual treatment, we have also seen advances in imaging and definitions and staging. The historical bi-categories of resectable and unresectable have been further subdivided into resectable, borderline resectable, locally advanced, and unresectable. We have come a long way from the era of 5-fluorouracil which since its discovery in the 1950's had remained the mainstay for chemotherapy for gastrointestinal cancers, including pancreatic cancer till the introduction of gemcitabine. The role of chemotherapy has changed in numerous aspects such as: a) timing of administration with increasing emphasis on pre-operative administration, b) different types of combination regimes such as FOLFIRINOX and c) different combination approaches with radiation therapy. Although studies in the U.S have shown the benefit of combining radiation with chemotherapy, this has not been duplicated in European studies. The article by Sirohi et al. provides a review of the current drugs and combinations available to treat patients with pancreatic cancer in all settings.
Lastly, the diagnosis of pancreatic cancer can still be problematic even in the era of triple phase imaging and endoscopic capabilities. This can become even more difficult in patients with chronic pancreatitis or in patients from areas where tuberculosis is endemic. The article by Dhar et al. outlines the approach to treat patients with a history of chronic pancreatitis and likely diagnosis of pancreatic cancer.
We have witnessed several advances in the management of pancreatic cancer with improved short-term outcomes. While the short-term outcomes have improved, the long-term outcomes continue to remain dismal except for a select group of patients that receive their care at centers of excellence. We may be close to the peak of surgical excellence as witnessed by the remarkably low mortality rates following resections. Further advances may arrive with the increasing use of minimally invasive and robotic techniques. What is more pressing and needed to swing the pendulum of survival favorably is a better understanding of the biology of the disease. This can help in identifying risk factors, target high risk individual for early diagnosis and define therapeutic targets for developing newer drugs. This is paramount so that it can equip physicians with the tools required to tackle this lethal disease. Finally, all efforts should be placed on maintaining the quality of life in these patients regardless of the treatment intent or stage of disease. This combination of treatment advances and a focus on quality of life should be the preferred approach for treating patients diagnosed with this lethal malignancy. 
